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FOREWORD 

by the Secretary of State for Scotland 

The National Health Service was established on 5th July 1948, and since 
then its administrative structure has been substantially unchanged. From 
time to time there have been suggestions from various quarters that certain 
aspects of the organisation should be altered. In particular there have been 
criticisms of the so-called “tripartite structure” of the service, under which 
responsibility for administration below central government level is divided 
between three groups of authorities responsible for hospitals, general medical 
and associated services, and local authority services respectively. 

It was against this general background that I decided last year that with 
almost twenty years experience of the service in action it was time to review 
the administrative structure of the service in Scotland. On 7th November 
1967 I made the following statement in the House of Commons: 

“I have decided that the time has come to undertake a thorough examina- 
tion of the administrative structure of the health services in Scotland in 
order to ensure that it is adequate to ensure the most effective development 
of these services in future. In the course of this examination I shall seek the 
views of the associations representing local authority, professional and 
other interests ; and I should propose in due course to publish my tentative 
proposals as a basis for wider public discussion. 

In carrying out this enquiry I shall keep in close touch with my right 
hon. Friend the Minister of Health, who yesterday announced his intention 
of reviewing the administrative structure of the medical and related services 
for which he is responsible. Like my right hon. Friend I shall be concerned 
only with the administrative pattern, and there is no question of considering 
any switch in financing from the public to the private sector. 

The proposals which emerge from this review will, I hope, be ready for 
consideration along with the recommendations of the Royal Commission 
which is at present considering the structure of local government in Scotland. 
I have informed the Royal Commission of my intentions, and the Royal 
Commission on Medical Education has also been told what is proposed.” 

I referred in that statement to the administrative structure of the “health 
services”. It was intended that the review should be concerned primarily with 
those services provided by hospital authorities, executive councils and local 
health authorities under the National Health Service (Scotland) Act 1947; 
but I had in mind that other services which are clearly “health” in their content 
(e.g. services provided under the Public Health (Scotland) legislation) should 
not be excluded. There are very close links between health and welfare services 
but the latter (with other related local authority services) have already been 
the subject of a separate review, and legislation which will determine their 
future (the Social Work (Scotland) Act) was passed earlier this year. Welfare 
services will not, therefore, be considered as part of this review but in the 
framing of any new structure of the health services and in the working out of 
detailed administrative arrangements under the new social work legislation 
the close relationship between these two groups of services will constantly 
be borne in mind. 
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My statement was, I think, generally welcomed, and consultations between 
my Department and various interested organisations took place in the first 
half of this year. This preliminary round of consultations was restricted to 
two groups of organisations. The first consisted of bodies representing those 
responsible for the administration of some part of the service (hospital boards, 
executive councils and local health authorities). The second consisted of repre- 
sentatives of professional people engaged in the service. The consultations 
were private and informal; and it was made clear that they were without 
prejudice to any views that might be expressed by those organisations at a later 
stage, and made public if they wished, when my tentative proposals for change 
were published. 

This paper now sets out these tentative proposals. It makes reference from 
time to time to the views of bodies which were consulted but does not attribute 
any particular view to any particular body. At this stage it seems to me desirable 
that no-one apart from myself should feel any responsibility for any of the 
views expressed or proposals made in this paper. At the next round of con- 
sultations and discussions, as I indicated in my statement of 7th November, 
1967, the opportunity to comment will be available to a much wider range of 
interested bodies. These will include those concerned primarily with the interests 
of those employed in the service, since in any change-over to new arrangements 
the interests of existing staff must be protected. I am most anxious to take 
account of the views of all concerned, including the patients ; and accordingly 
I hope to receive comments from any organisations or individuals who feel 
they have something to say. 

I must emphasise again that the proposals in this paper are still tentative, 
as this form of publication in a “Green Paper” indicates. Neither I nor my 
colleagues in the Government are committed to them in any way. The National 
Health Service is an established and complex organisation and it would be 
undesirable to rush into any fundamental changes without the fullest con- 
sideration. No decisions will be taken until there has been wide public discussion 
of all the implications of change, and until the Government has had an oppor- 
tunity to consider the report of the Royal Commission on Local Government 
in Scotland. The need for full consideration, however, does not mean that we 
should be afraid to make changes if desirable. If it is generally accepted that 
the service is not as effective as it might be because we do not have a fully 
co-ordinated service it would be intolerable if we delayed change merely because 
it involved alteration of existing ways of working and existing habits of thought. 

Many of the readers of this Green Paper will have studied the corresponding 
document published in July by the Minister of Health. (I) The proposals for 
Scotland, though not identical, are compatible with the suggestion for reorgani- 
sation in England and Wales. 

I look forward to full discussion of this paper. 



WILLIAM ROSS 
( Secretary of State) 



<») The Administrative Structure of the Medical and Related Services in England and Wales. 
H.M.S.O. 1968. 
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I. INTRODUCTION 



1. The National Health Service has been in existence for just over twenty 
years. During this time it has considerable achievements to its credit — a 
continued and sometimes dramatic advance in preventive medicine and the 
public health, an increased concern with the facilities which the general practi- 
tioner must have if he is to make his full contribution to both preventive and 
curative care, and steady progress in the modernisation and development of the 
hospital service. The realisation of the needs which still remain to be met 
and tire gaps which are still unfilled — made more evident by the continuing 
advance of medicine — should not be allowed to obscure the real progress that 
has been made. 

2. This progress has resulted from the efforts of many people both profes- 
sional and lay — doctors and dentists, nurses, pharmacists, administrators, 
and a variety of other professions — all joined in the common aim of using our 
resources to the best advantage to promote health and care for illness. It is 
a tribute to the work not only of the people directly involved in the provision 
of medical care but also of the three groups of agencies responsible for the 
organisation of the services — the local health authorities, the executive councils, 
the hospital boards ; and if there is now a widely expressed sense of dissatis- 
faction with that machinery, this is certainly no reflection on the work that 
has been so well done by so many people within the present structure. 

3. The current questioning of the tripartite administrative structure of the 
National Health Service is based on the growing realisation that the division 
into local authority services, executive council services and hospital services 
does not enable us to make the most effective use of our preventive and curative 
resources; and that the difficulties of this administrative division are being 
intensified by the advance of medicine. The general practitioner increasingly 
needs to secure for his patients technical resources available only in the hospital; 
the hospital is not making the best use of these resources if it retains as in- 
patients those who no longer need the full range of services it provides; and 
there are many more patients who can benefit, while living at home, from 
the supportive services provided by local authorities. In addition, new possibili- 
ties of screening for disease at an early and presymptomatic stage will only be 
fully realised through the closest integration of clinical, laboratory and pre- 
ventive services. 

4. The close co-operation which this constant interaction between the 
different arms of the health services requires is being achieved in many fields; 
but with the best will in the world co-operation is more difficult to achieve 
when these inter-dependent services are the responsibility of three different 
administrative authorities. The hospital board, the executive council and the 
local authority are each quite properly concerned in the first place with the 
needs of their own particular service. In planning the provision of diagnostic 
services, for example, the hospital board will tend to think first of the needs of 
hospital doctors and only in the second place of the general practitioners 
who may equally depend on access to such facilities; the local authority in 
planning a new clinic may not always find it easy to take proper account of 
the relationships with the hospital and general practitioner services; and the 
executive council services, provided by independent practitioners, have a 
natural tendency to develop on their own. 
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5. The experience of recent years, therefore, has led to a widespread recog- 
nition of the need for a new organisational structure which will remove these 
purely administrative barriers between the different professional groups working 
in the National Health Service. And since medicine will continue to develop, 
any new structure must be such that it not only meets the needs of the moment 
but can adapt itself to changing patterns of medical care. It should have a 
flexibility for change, and a capacity for experiment, which have sometimes 
been difficult to achieve in the structure set up in 1948. 

6. It is the argument of this paper that a unified administrative structure 
would promote the rational development of the health services; it would 
allow more effective use to be made of our resources of trained manpower; 
it would offer doctors and other professional staff more satisfactory conditions 
of work and fuller scope for the exercise of their special skills. Administrative 
integration would thus not be an end in itself, but a means towards better 
functional integration which would benefit the whole community. 
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II. THE EXISTING ADMINISTRATIVE STRUCTURE 

7. The Secretary of State is responsible under the National Health Service 
(Scotland) Act 1947 for promoting the establishment in Scotland of a com- 
prehensive health service “designed to secure improvement in the physical 
and mental health of Scotland and the prevention, diagnosis and treatment 
of illness, and for that purpose to provide or secure the effective provision of 
services in accordance with the following provisions of this Act”. The Act 
then goes on to set out the administrative structure of the health service; 
and the present structure, described briefly below, arises directly from the 
various provisions of the Act. 

Hospital and Specialist Services 

8. Five regional hospital boards administer these services on behalf of the 
Secretary of State. The boards consist of individuals appointed by the Secretary 
of State after consulting a variety of bodies representing a wide range of public 
and professional interests. The principal responsibility of the regional boards 
is to plan the services within their areas and to allocate financial and other 
resources. The day-to-day management of the hospitals (of which there are 
some 400 in Scotland) is the responsibility of 76 boards of management, members 
of which are appointed by the regional boards. 

9. The total cost of running the hospital and specialist services, except 
for a very few charges paid by certain classes of patient, falls upon central 
government finance. The Secretary of State allocates capital and revenue 
funds to the regional boards, who in turn distribute them among the boards 
of management. 

General Practitioner Services 

10. The responsibility for providing general medical, dental, pharmaceutical 
and ophthalmic services rests upon 25 executive councils. Members of these 
councils are partly nominated by local health authorities, partly nominated by 
the professions practising in the area and in part appointed by the Secretary 
of State. The councils arrange for the provision of services for which they 
are responsible by making contracts with doctors, dentists, chemists and 
opticians in terms governed by regulations made- by the Secretary of State. 
All the funds for the payment of those providing services for executive councils 
— apart from charges paid by patients, e.g. for dental treatment, spectacles 
and prescriptions — are provided from central government finance. 

Local Health Authorities 

11. The 56 counties and large burghs in Scotland are responsible as local 
health authorities for providing services for mothers and young children 
(such as maternity and child welfare clinics), domiciliary midwifery, health 
visiting and other services relating to the prevention of illness and the aftercare 
of those who have been ill. The same local authorities also have responsibilities 
for welfare services for the handicapped, including the provision of residential 
homes for old people and others in need of care and attention. In some areas 
authorities have operated through combined health and welfare departments 
and committees. These welfare functions will in future, however, form part 
of the responsibilities placed on local authorities by the Social Work (Scotland) 
Act 1968. 
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12. Local health services are financed partly from local rates and partly 
from Exchequer grants. Until 1959 there were specific grants for these services, 
but since then they have been among the services assisted by general grants 
to local authorities (now in the form of rate support grant) through which 
about 60% of the aggregate expenditure on the relevant services, including 
loan charges and capital expenditure, is met by central government finance. 

Other Health Services 

13. The Secretary of State has a statutory duty under the Act to arrange for 
the provision of an ambulance service. Since 1948 there have from time to 
time been changes in the detailed administrative arrangements made under this 
section of the Act. The current arrangement is that the Secretary of State 
has a contract with St. Andrew’s Ambulance Association by which the Associa- 
tion run the service on his behalf, with a central committee which includes 
representatives of the Association, the regional hospital boards and certain 
other health interests under an independent chairman appointed by the Secretary 
of State. The total cost of this service is borne by central government finance. 

14. The Secretary of State, under his general powers to provide a hospital 
and specialist service, has made arrangements with the Scottish National 
Blood Transfusion Association for the provision of blood. The Association 
make arrangements for the collection of blood from donors and make it avail- 
able to hospitals. Their costs are borne by central government finance. 
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in. THE CASE FOR CHANGE 



15. The establishment of the National Health Service in 1948 was a major 
development in the social services provided in this country. It made available 
to every citizen, whatever his financial resources, a wide range of medical, 
dental and other professional skills including, where necessary, the care of 
specialists and admission to hospital. This was a bold and radical innovation. 

16. So far as the organisation of the services is concerned, however, the 1947 
Act was not as radical as may sometimes be thought. At that time there existed 
no comprehensive service or group of services; but such services as existed 
fell into a tripartite pattern. First, hospital services were provided under a 
great variety of financial arrangements by voluntary bodies, local authorities 
and, for some purposes, government departments. Second, the services of 
family doctors, dentists, chemists and opticians (with some restrictions) were 
available to patients not in hospital. Patients covered by the National Health 
Insurance scheme enjoyed free or subsidised services; others made their own 
financial arrangements. Third, various environmental services and services 
for special groups, e.g. maternity and child welfare services, were organised 
by local authorities. 

17. The new organisation established in 1948 reflected that existing pattern; 
the various services falling into three groups became a national service organised 
in three parts. To recognise this is not to criticise those responsible for framing 
the Act of 1947. The changes made at that time involved not only the basis 
on which a new service was to be available to the public but many aspects 
of the work of a great variety of professional people. The organisation of 
many professional services was at that time based to a considerable extent 
on the tripartite pattern ; and it was therefore not unnatural that the new organi- 
sation designed to provide professional services to the public at large should 
continue to recognise these divisions. 

18. Since 1948, however, developments both in the nature of medical know- 
ledge and techniques and in the organisation of professional work have made 
it arguable that some of the divisions which existed in 1948 within the profes- 
sions themselves — and which to some extent have become more rigid because 
of the organisational structure then established — are no longer consistent 
with the most effective use of professional resources and the best service to 
the patient. The specific criticisms of the existing structure fall into two parts, 
relating first to the day-to-day operation of the service and second to general 
planning and policy. 

19. Very often patients require the attention of professional people of 
various kinds employed in more than one part of the service. It is very common, 
for example, for a patient at home in the care of his general practitioner (in 
contract with the executive council) to require nursing care provided by a 
district nurse (employed by the local authority); and in addition the general 
practitioner may require specialist advice to be given by a consultant (employed 
by the regional hospital board). To take only one other example, the date on 
which a patient is discharged from hospital (thus enabling the hospital to treat 
another patient) may depend on the availability in his home of nursing services 
provided by the local authority. 

20. Effective co-operation between the people involved in day-to-day care 
of patients is achieved most of the time through the ordinary good sense of 
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those concerned. But it would be more easily and more generally achieved if 
in fact those concerned were responsible not to three separate authorities, 
each with its own policy and priorities, but to one authority responsible for 
the whole care of the patient. It is becoming more and more apparent that 
a fully co-ordinated operational service requires a fully co-ordinated admini- 
strative structure; and this would suggest the substitution in each area of the 
country of one adminstrative authority for the existing three. Such an authority 
would be particularly well placed to make the best use of manpower, so that 
the skill and experience of individual practitioners could more easily be employed 
in what are at present different parts of the service. 

21. In relation to the long-term development of the service it is not at 
present easy to ensure the most effective planning for future needs, since there 
is no single authority responsible for looking at the total need and the total 
resources in each area. Here again co-operation between the various authorities 
does take place, often with happy results. But there have been instances where 
the need for co-operation between three independent authorities, each with 
its own different problems and priorities, has resulted in delays and difficulties. 
Each authority has its own system of budgeting and accountability, and as 
a result it is difficult sometimes to draw up a combined plan for the development 
of the best range and type of services for patients in a particular area. Many of 
those who have participated in this kind of planning — often spending a good 
deal of time in meetings of “co-ordinating committees” — have concluded that 
it would be much easier if there were only one authority responsible for all 
health services in an area. 

22. The need for one such authority which can respond quickly and respon- 
sibly to a constantly changing situation is further illustrated by the following 
comment in the recent report of the Royal Commission on Medical Education; 

“We have looked forward not merely to a future situation which is different 
from the present, but to a future in which change is constant and normal. 
The doctor of the future must, therefore, be educated not so much for the 
future as we now see it but for a world in which everything — the content 
of medicine, the organisation of medical care, the doctor’s relationships 
with his colleagues and the community, and indeed every feature of his 
professional life and work — is on the move.”!') 

23. The defects of the present organisation in both day-to-day operation and 
longer term planning and development are particularly apparent in relation 
to the treatment of certain important groups, for example maternity, psychi- 
atric and geriatric patients. A high proportion of these patients require the 
help of people employed in more than one part of the service ; hospitals, general 
practitioners and local authority staffs all have a part to play in organising 
and providing a comprehensive service. But the division of responsibility 
between three different authorities makes it difficult to ensure that the most 
effective use is made of resources. It sometimes happens that, for example, 
midwives employed in hospitals in one area can be over-burdened, while 
midwives employed by the local authority in the same area are short of work. 
Psychiatrists cannot restrict their interest to the patients who appear in hospital 
wards or out-patient departments; they must have some interest in those 



t 1 ) Report of the Royal Commission on Medical Education, para. 56 (Cmnd. 3569) H.M.S.O. 
1968. 
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patients suffering from mental disease who nonetheless can, and should, remain 
in the community. Again, looking ahead to the next twenty years, it is clear 
that there will be a substantial increase both in absolute and relative terms 
in the number of elderly people in the community;! 1 ) and if we are to make 
proper provision to deal with the inevitable increase in, for example, degenera- 
tive diseases of old age with all their personal, family and social implications, 
we shall have to look ahead and plan with great care the use of all our varied 
resources, whatever authority may control them at present. (This is not of 
course to claim that a new system of health administration will in itself provide 
a complete answer to the problem: important responsibilities for old people 
and other groups will remain with social work and housing authorities and 
could not be brought within the health service structure.) 

24. While the case for change is based primarily on the need for integration 
and co-ordination of services across the existing divisions separating the three 
main branches of the service, the internal division of authority within the 
hospital service cannot be ignored. Formally, regional hospital boards are 
responsible for planning the hospital service and boards of management 
for managing the hospitals. In practice, since planning cannot be carried 
out in a vacuum, regional boards inevitably have an interest in the day-to-day 
running of the hospitals. Some regional boards are involved more than others 
in the management of hospitals; but whatever the exact division of authority 
in different regions there has to be co-operation and consultation between 
boards at the two levels. There is no evidence that this structure has produced 
major difficulties, although inevitably there have been disagreements between 
regional boards and boards of management on particular subjects. But clearly 
this kind of divided responsibility cannot be embodied without question in 
an administrative framework which aims at greater integration. 

25. In the consultations which have taken place with various organisations 
in recent months it has been apparent that the great majority of those consulted 
accept the case for major structural change in the National Health Service on 
the basis of the considerations set out in the previous paragraphs. While, 
logically, these considerations would point towards the substitution of a 
unitary structure for a tripartite structure so that in each area of the country 
there is one area health authority, the opportunity was taken to canvass the 
possibility that some lesser form of integration might be desirable — involving, 
for example, a system under which one authority was responsible for all services 
provided by hospitals and another for all other health services. There was, 
however, fairly general agreement that a compromise of this kind would be 
unsatisfactory and that any reorganisation should take the form of the creation 
of comprehensive area health authorities. It was also the clear view of those 
consulted that in principle any fundamental changes in the structure of the 
service should be carried out in a single operation and not spread over a period 
of time during which there would be unsettlement and uncertainty. 



(l) The Registrar General’s population projection for the 20 years to 1987 provides the follow- 
ing estimates: 



(000s) 


1967 


1987 


Increase 




Total population 


5,218 


5,459 


241 


(41%) 


No. aged 65 and over 


597 


688 


91 


(15%) 


No. aged 70 and over 


368 


460 


92 


(25%) 


No. aged 75 and over 


202 


273 


71 


(35%) 
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26. It is the object of this paper, therefore, to outline a new administrative 
structure which would obviate the kind of difficulties discussed in this section 
and would promote the possibility of flexible development and adaptation to 
change and to the varying circumstances of different areas. 
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IV. RESPONSIBILITIES OF NEW AUTHORITIES 



27. If it is accepted that for each area of the country (however “area” 
may be defined) there ought to be a single authority responsible for providing 
all health services, the responsibilities of such authorities must now be further 
considered. 

28. It would be the general responsibility of these authorities to provide 
a single co-ordinated health service for their areas. This would involve their 
taking over — with possible marginal exceptions — the existing responsibilities 
of hospital boards, executive councils and local health authorities under the 
National Health Service (Scotland) Act 1947. 

Hospitals 

29. The new authorities would be responsible for the administration of all 
hospitals and the employment of all the staff, professional and otherwise, 
at present employed by the hospital authorities. They would also be responsible 
for planning new hospital services and capital developments of all kinds, 
ranging from hospitals to the related health centres from which increasingly the 
domiciliary and general practitioner services would be provided. The hospitals 
for which they would be responsible would include teaching hospitals. At 
present these hospitals are fully integrated within the existing Scottish hospital 
service, and they ought under any revised structure to be fully integrated in 
the whole health service of the area concerned. 

Health Centres 

30. The responsibility for providing health centres in Scotland at present 
rests upon the Secretary of State, although he has power to delegate responsi- 
bility to local health authorities. The establishment of area health authorities 
responsible for the provision of the whole range of health services ought 
clearly to involve their taking over the Secretary of State’s responsibilities 
in this field, since health centres will be an increasingly important element 
in the pattern of those services. 

General Practitioner Services 

31. Just as at present executive councils enter into contract with general 
medical practitioners, general dental practitioners, chemists and opticians 
for the provision of professional services, so the new authorities would have 
similar contracts with members of these professions. The disappearance of 
executive councils and the establishment of new area authorities would not in 
itself make any difference to the nature of the relationship between the pro- 
fessional people on the one hand and the authorities on the other; and the 
existing procedures for the provision of professional services and the terms and 
conditions on which they were provided need not be affected by the change. 

32. The proposals in this paper do not appear to require any change in the 
functions of three national bodies concerned with various aspects of the services 
— the Medical Practices Committee, the Dental Estimates Board, and the 
National Health Service Tribunal 

Local Health Authority Services 

33. The new area health authorities would become responsible for the 
functions of local health authorities under Part III of the 1947 Act, and would 
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employ the professional and other staff required. They would thus be con- 
cerned with a wide range of services for the care of expectant and nursing 
mothers and young children, health visiting and home nursing, arrangements 
for the prevention of illness and aspects of the care and after-care of persons 
suffering from illness or mental deficiency. 

34. The arrangements for providing the domestic help service, which is at 
present provided by local health authorities under the National Health Service 
Act and will also become a function of local authorities under the Social Work 
(Scotland) Act 1968, will require careful consideration. 

35. Local health authorities also have important duties, under the Public 
Health (Scotland) Act 1897 and subsequent legislation, in connection with the 
prevention and control of infectious disease. These duties would also be trans- 
ferred to the new area authorities. 

Other Local Authority Functions 

36. Apart from the specific responsibilities laid on local health authorities 
by the National Health Service Act and public health legislation, local authori- 
ties have a wide range of other functions which are not health services but 
may require them to take account of health considerations. These services 
will remain with local authorities, and it will be necessary to ensure that — 
whatever pattern of local government may emerge after consideration of the 
recommendations of the Royal Commission on Local Government — the 
authorities concerned have available to them the professional advice which has 
hitherto been provided by the medical officer of health. 

37. This is particularly important in relation to the social work services for 
which local authorities will be responsible under the Social Work (Scotland) 
Act 1968, and there will clearly have to be the closest co-operation between 
the social work staff of the local authority and the medical staff of the area 
health authority. Another obvious example of the need for co-operation between 
the area health authorities and the local authorities arises from the responsibility 
of local authorities for the control of food standards and food hygiene under 
the Food and Drugs (Scotland) Acts. Other local authority functions with 
health implications include clean air, the control of nuisances under the Public 
Health (Scotland) Act 1897, the closing or demolition of insanitary houses, 
rodent and insect control and duties under the Shops Acts, Factories Acts and 
other Acts. Apart from such specific statutory responsibilities, however, it 
is important that in carrying out any of their functions — for example, planning 
or housing ■ — in which health considerations may arise, local authorities should 
be guided by authoritative medical advice. In order to ensure that all authorities 
have ready access to the advice they will require in these various fields it might 
be desirable to designate particular medical officers of the area health authorities 
who would be the regular contact with particular local authorities, and the 
channel through which the advice of other experts in particular fields could 
be obtained. 

38. Over much of the environmental health field the sanitary inspector has an 
important part to play ; in some cases the legislation assigns specific responsi- 
bilities to him. This requires a close working relationship between the sanitary 
inspector and the medical officer of health, though the precise responsibilities 
of the two may vary from one authority to another. If the functions now per- 
formed by medical officers of health were in future to be exercised by the 
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medical officers of an area health authority it would be necessary to consider 
the position of the sanitary inspectors ; and, on the assumption that they remained 
with local authorities, to lay down a clear definition of the responsibilities of 
area health authorities and local authorities (and their officers) in relation 
to the provision of medical advice and supervision for the services concerned. 
This would involve on the one hand giving area health authorities a duty to 
advise local authorities on the health and medical aspects of these services, 
and on the other providing that where necessary — e.g. in order to control 
an outbreak of infectious disease — the health authority should be able to 
call on the co-operation of the local authority and their officers. 

39. Consideration would also have to be given to the future of other related 
services, particularly port health and the school health services, and to the 
relationships of the area health authorities with the occupational health services. 
The dividing line between the responsibilities of health and social work authori- 
ties drawn by the Social Work (Scotland) Act 1968 would not however be altered. 
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V. THE FORM OF A NEW STRUCTURE 

40. It has already been mentioned that among those consulted there was 
widespread agreement about the need for major structural change in the 
National Health Service and that this would involve he setting up m each 
area (however “area” might be defined) of an area health authority. Most 
of those who took this view considered that the new authorities should be 
boards specially constituted for the purpose with the sole function of runnmg 
the health services in their areas. An alternative to such an arrangement 
would be for the administration of the Health Service to become one of the 
functions of local government following a reorganisation of the existing 
structure It is not possible to consider in any detail how far this might be 
practicable until the report of the Royal Commission on Local Government 
Fn Scotland is available. It must be said, however, that apart from some of 
those serving on local authorities at present, there was no welcome for the 
suggestion that all health services should pass into local authority control. 
From some of those consulted the reaction to such a suggestion was strongly 
hostile. Moreover there would be difficulty in handing over a largely Exchequer- 
financed service of such dimensions to local government without either under- 
mining the degree of independence traditionally considered appropriate in 
dealings between local authorities and the central government or adding very 
considerably to the burden of the rates. Recognition of these difficulties and 
of the strength of feeling which this subject raises does not mean that any 
definite decision has yet been reached on this important issue It does however 
give justification for basing consideration of a new structure for the purposes 
of this paper on the concept of an area board, while recognising that much 
of what follows would be equally relevant if a local authority committee wer 
the responsible body rather than a specially created area health board. 

The Number of Area Boards 

41 If the area boards are to provide a comprehensive integrated service 
for their areas they must be able to provide all or nearly all the ! services 

by the people resident in these areas. This is not to say that all area boards 
must be able to provide even the most highly specialised forms of hospital 
investigation or treatment. If that were so there would be no more than four 
area boards in Scotland — since only m the four cities are all or nearly all 
hospital services available. But any area board ought to be able to provide 
for the population of its area the general run of acute medical and surgical 
care. This immediately sets a lower limit of size for area health boards. 

42 There are other factors which must be borne in mind in considering 
the areas which boards should cover and therefore the number of ^boards 
which ought to be established in Scotland. The first is that the size of the areas 
ought to be determined by the practical needs of specific parts of the country 
rather than any general theoretical assumption about the size of population 
which ought to be served. Thus the delineation of the areas ought to take 
account of the distribution of population, of geography and communications 
and of the present distribution of health service resources. It is desirable that 
the board’s area should not be so large or its administrative centre :o remote 
from most of the people of the area that it became divorced from the ordinary 
life of the community. There should therefore be some community of interest 
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and, if possible, an accepted centre or centres to which most of the inhabitants 
naturally turn for the provision of public services. Since there is no even 
of population throughout Scotland and the terrain is so varied, it would be 
surprising if there were not corresponding variations in the sizes of the areas. 
In fixing the areas account ought also to be taken of the boundaries of the new 
units of local government which may emerge from the recommendations 
of the Royal Commission on Local Government in Scotland. In order to 
promote co-ordination between the boards and local authorities there would 
be advantage, if other factors made this possible, in the areas of boards being 
co-terminous with the local authority areas. 

43. Another important factor is that these area boards ought normally 
to be large enough to command adequate resources and employ highly qualified 
staff. Only in this way will they be able to organise^ a first-class integrated 
service without leaning excessively for support and guidance on neighbouring 
boards or the central department. 

44. The number of area health boards required in Scotland on the basis of 
the considerations outlined above remains a fairly open question. There are 
many parts of the country in which there are no self-evident and unquestionable 
lines of demarcation; and different people of equal objectivity could propose 
substantially different solutions. Indeed one aim of this paper is to stimulate 
views on this point from those who accept the general principle of area boards. 
What is clear is that under a new structure there must not be any suggestion 
that the medical care of individuals is to be circumscribed by administrative 
boundaries: the areas of boards are not intended to indicate self-contained 
units for treatment. Whatever the areas determined, some people in some 
areas will certainly have to travel outside the area for certain kinds of specialist 
care. 

45 On the basis of all these considerations, the number of areas in Scotland 
might be of the order of 10 to 15. At one extreme there might be one or more 
boards serving the greater Glasgow conurbation; at the other a board or boards 
for some parts of the Highlands and Islands. It would have to be recognised 
that although all area boards would be equal in respect of those services which 
they directly administered, some would undoubtedly offer a more comprehensive 
range of services than others and would therefore need to bear their neighbours 
needs in mind also. 

Medical Education 

46. One significant difference between area boards would be the extent 
of their responsibilities for medical education. Probably only a minority ot 
boards would have a major role to play in undergraduate medical education. 
The responsibility of these boards for the full range of health services, and 
not merely as at present for hospital services, should make a useful new con- 
tribution to medical education. It would make it easier to arrange for the intro- 
duction of students to the practice of medicine outside the hospital environment 
and help to associate representatives of the universities more direotly with the 
provision of health services in the community. Boards responsible for teaching 
hospitals would not only require university representatives among their members 
but would need to have detailed arrangements to ensure close day-to-day 
liaison with medical faculties. 
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47 An area health board structure should also offer similar advantages 
in relation to post-graduate medical education All boards would l be involved 
since a district general hospital provides a natural base for the creation of 
a post-graduate medical centre for the continuing education of all doctors in 
the surrounding area. Future development of medical education on the lines 
suggested by the Royal Commission on Medical Education would presuppose 
close links between area boards, national and local bodies involved in the 
continuing education of doctors, and university teaching departments. 

A Two-Tier Structure? 

48 A few of those consulted thought that if the number of boards was 
greater than about eight the boards would be too small effectively to exercise 
planning functions; on the other hand if there were fewer than about mgh 
boards they would be too large to exercise efficient day-to-day management 
of the many and diverse services and institutions for which they would be 
responsible. Those who took this view of the situation thought the solution 
would be to continue to have a two-tier structure, as in the present hospital 
service, under which a relatively small number of bodies in the upper tier would 
have planning and general supervisory functions (though of ^course over : the 
whohT range of health services) and a relatively large number in the lower 
would be responsible for detailed management of the service. The weight 
of opinion was, however, opposed to this and in favour of giving area health 
boards the fullest responsibility for the management as well as the planning of 
their own services, suitable arrangements being devised for those services 
best dealt with on a larger scale than would be possible for at least some of 
the individual boards. Those taking this view did not agree with what they 
regarded as the oversimplified view that if the area boards were large enough 
to exercise planning functions they were too large for management. 

49. The Secretary of State considers that in addition to clarifying responsi- 
bilities within the health services, a single-tier structure would offer area boards 
a much more readily understood position in the eyes of the general public, 
for whom the difference between the functions of a board of management 
and a regional hospital board has apparently been largely incomprehensible. 
It is after all important that there should be the widest possible understanding 
of the basis and organisation of a service of such general public interest as 
the National Health Service, not least because a readily identifiable target for 
praise and blame should result in a more responsive and effective service 
The question of maintaining contact with local communities is dealt with 
separately later (paragraph 72). 

Highly Specialised Services 

50 Given a structure with more area health boards than there at present 
are regional hospital boards, it is clear that there will be important clinical 
services which cannot and ought not to be provided in the area of every board. 
Within the framework of a general national strategy for major clinical services 
various local ad hoc arrangements might govern the planning of services which 
were to be shared between two or more boards. But it would seem undesirable 
that units serving the population of more than one area should be administered 
jointly by more than one board. When it is clear that existing facilities in one 
area are and must continue to be available to another area the area m which 
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the unit is situated would be the responsible authority New units woidd r^mre 
co-operation at the early planning stage; but when it had been deraded w 
a new unit to serve more than one area would be set up, the board for the i area 
in which it was to operate would become responsible, consulting other boards 
as necessary. Their responsibility would include financial responsibility an 
their allocations from the Department would take account of this. 

51. Appropriate national machinery would have to be devised to decide 
general policy on clinical services and to reach decisions on the scale, location 
and rate of development of those services which are of so highly specialised 
a nature that only a small number of centres is required for Scotland as a whole. 
The central department would take the initiative in and co-ordinate such 
planning arrangements. The normal principle would be to have operational 
responsibility firmly in the hands of the area board serving the particular 
district in which the unit was based. There may however be special situations 
or services which require other arrangements. (The State Hospital, Carstairs, 
might be such an exception if it were thought inappropriate to alter the Secretary 
of State’s direct responsibility for its control through a special Board of Manage- 
ment.) 



Common Services 

52. Somewhat different considerations apply to a range of non-clinical 
services for which the area health board will be responsible but which may 
be more satisfactorily provided on a scale larger than that of the area health 
board. This may be because uniformity of practice is desirable, because it is 
more economic to provide services on a larger scale, or because individual 
boards would not be able to attract specialised staff of appropriate calibre. 
Three main kinds of such common services may be identified: 

(a) arrangements for the selection and training of National Health Service 
staff (apart from the professional training of doctors, nurses and other 
professional grades); 

(b) technical and advisory services such as the provision of professional 
and technical advice on building, work study, legal advice, etc.; 

(c) supporting services of a kind better handled on a national basis, such 
as contracting for major supplies, arrangements for the superannuation 
of health service staff, the pricing of doctors’ prescriptions, and so on. 

53. Already the need for dealing with such services on an all-Scotland 
basis has led to the establishment within the existing hospital service of such 
bodies as the Scottish Hospital Administrative Staffs Committee, the National 
Nursing Staffs Committee and the Central Legal Office. The establishment 
of area health boards would offer scope for the extension and development 
of such arrangements to meet the needs of the new integrated services. It would 
be of particular importance, for example, to ensure that boards had access 
to the specialised professional and other resources required for the planning 
and management of major building projects. The type of organisation required 
would no doubt vary according to the nature of the services to be provided, 
and it would be necessary to consider in certain cases whether a particular 
service could most effectively be provided by a National Health Service agency 
rather than directly by the central Department. 
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54. There are at least two other services more directly in support of clinical 
services which are at present organised on a central basis — the ambulance 
and the blood transfusion services. These raise special issues, since they have 
hitherto been organised somewhat apart from the normal health service structure, 
partly for historical reasons to provide unusual scope for the participation of 
voluntary organisations even though the costs have been borne by the Exchequer. 
A reorganisation of the health services on the lines discussed in this paper 
will make it necessary to consider what form of organisation is appropriate 
to these two services. In the case of ambulances, there are arguments for adding 
this service to the area health boards’ responsibilities. The blood transfusion 
service could be similarly transferred but here it is likely that only some of 
the area boards would be involved in the organisation of the major units 
concerned. These matters however require further discussion. In both services 
in the past, Scottish conditions have made it convenient to base the services 
on some measure of central direction and planning; and if there was to be 
any change in the arrangements the way in which and the extent to which 
central guidance and planning could best be continued, and the important 
interests of the voluntary organisations recognised, would have to be considered. 

The Central Department 

55. The Secretary of State would continue to be ultimately responsible 
to Parliament for the National Health Service in Scotland. Area boards would 
be his agents in the same formal sense as Regional Hospital Boards are at 
present. The central Department would therefore continue to have general 
oversight of the whole range of services. 

56. It would not he acceptable under a new structure, any more than now, 
for the Department either to intervene regularly in the detailed administration 
of the service or to concern itself only with the largest questions of policy. 
It would have to continue to pursue a middle course between these extremes. 
In particular, it would be the duty of the Department to lay down lines of general 
policy, to take the initiative in considering the priority to be given to new 
developments in medical practice and to make financial allocations to area 
boards on a basis which would enable developments to proceed on these lines. 
These responsibilities would, as now, be undertaken in consultation with 
representatives of the authorities responsible for organising the service and 
with the professions employed in it. Formal advisory committees would continue 
to be needed but their structure would require to be reconsidered to fit the new 
administration of the service and the emergence of new needs such as the 
development of post-graduate medical education. 

Complaints 

57. An area health board would inherit two quite different types of procedure 
for dealing with complaints. In the executive council services, where patients’ 
dealings are with self-employed persons such as doctors or dentists who have 
contracted to give treatment in accordance with fixed terms and conditions 
of service, the question to be decided in relation to any complaint is whether 
the practitioner has been in breach of these terms of service (e.g. by failing 
to visit a patient when he ought reasonably to have done so) and a detailed 
procedure is laid down for dealing with such complaints. That procedure 
would probably require only minor modifications to meet the changed situation. 
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58. In the hospital service there is no comparable statutory procedure, 
though the Mental Welfare Commission has certain statutory responsibilities 
under the Mental Health (Scotland) Act 1960 for patients who are suffering 
from mental disorder or mental deficiency. In addition, a working party is 
at present considering the handling of suggestions and complaints for all 
types of hospital. At present investigation of alleged incidents or complaints 
may take place at any level and may or may not be referred to the regional 
board or board of management concerned. There have been occasions when 
a committee of enquiry has been set up under an independent legally qualified 
chairman to report on the facts of a case and to express views as to where 
responsibility lay; but the final decision on the action to be taken rests with 
the employing authority, unless exceptionally the Secretary of State undertakes 
an enquiry. Similarly, in the local health authority field the action taken on 
any complaint is a matter for the authority concerned save in the exceptional 
case where the Secretary of State may use his powers to intervene. 

59. In devising any new procedure for the health service generally some 
important points would require to be borne in mind. First, errors or negligence 
in running the service should be clearly distinguished from policy decisions, 
which in the last resort must be challenged and defended in Parliament. Second, 
any new arrangements should not in any way affect or reduce existing remedies 
at law (for example, for negligence or breach of contract). Third, the extent to 
which any procedure could cover complaints on matters involving clinical 
judgment would require careful definition. 

60. It would have to be considered whether the activities of area health 
boards (unlike those of most health service authorities at present) should be 
brought within the scope of the Parliamentary Commissioner for Administration. 
The Secretary of State has noted the conclusion of the Second Report of the 
Select Committee on the Parliamentary Commissioner < l > that “it would be 
appropriate to reconsider the position of the Commissioner in relation to 
hospital services after progress has been made in the discussions about the 
future structure of the Health Service.” It might also be considered whether 
there is a case for establishing a special Health Commissioner or Commissioners 
to deal with complaints about the health services and what his role would 
be taking account of the ordinary complaints procedures. The special position 
of the Mental Welfare Commission for Scotland would be borne in mind. 



(l) House of Commons Paper 350, Session 1967-68. 
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VI. MEMBERSHIP AND ORGANISATION OF AREA 
HEALTH BOARDS 

Membership 

61. On the assumption that area health boards would not be organs of 
local government — it was recognised that quite different considerations 
would arise if they were — no aspect of the proposed administrative reorgani- 
sation of the National Health Service gave rise to more differing views than 
the possible membership of area health boards. The direct popular election 
of board members met with no support, but “indirect election” to a proportion 
of places by giving members of local authorities the right to appoint some 
of the members of area health boards was widely favoured. In general it was 
suggested that only a minority of members should be so appointed. 

62. There was also considerable discussion of the question whether or 
not area health boards should include among their members persons drawn 
from the medical and other health service professions. The arguments in favour 
of boards consisting entirely of “lay” people are that where such bodies include 
professional members their views are sometimes given undue weight, and 
are often taken to represent the views of the whole profession. On this view 
the presense of some professionally qualified members may inhibit rather 
than encourage the development of proper consultative machinery to obtain 
the considered opinions of those most affected by, or best able to advise on, 
a particular course of policy. On the other hand the value of having a proportion 
of professionally qualified members is that they can identify at an early stage 
issues on which expert advice should be sought, and can provide at all times a 
special range of relevant knowledge and experience not available to their 
lay colleagues. Ever since the inception of the National Health Service there 
has been an accepted tradition of professional membership of hospital hoards, 
and the professions have attached great value to their substantial participation 
in the running of the executive council services. (On the other hand, local health 
authorities in Scotland have been reluctant to co-opt doctors to their health 
committees in spite of the statutory power to do so.) On the whole these arrange- 
ments in the hospital service and executive council field seem to have worked 
without serious criticism, and the clear majority of those consulted thought that 
the same broad principles should be followed in any new structure. 

63. The Secretary of State is responsible to Parliament for securing that 
the health service develops in the national interest and for its finances. The 
composition of and appointments to the area boards would therefore be his 
direct concern. It would be essential that the membership was matched with 
the boards’ highly responsible task of securing the best allocation and effective 
management of the finance and other resources made available to them, in 
the light of knowledge of the needs of the services and of the circumstances 
of their areas. This would seem to require that the members should be appointed 
after consultation with a wide range of interests, and should include some 
drawn from professions engaged in the National Health Service, who would 
however be appointed in a personal capacity and not as representing a parti- 
cular professional interest. It would also be important to ensure that appro- 
priate account was taken of the interests of local authorities: how this would 
best be done is a question left open for further discussion. In general, it would 
be desirable to provide for flexibility in the composition of the membership 
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of area boards, and room should be left for development to meet changing 
circumstances. 

64. Special considerations would apply in the case of boards administering 
the main teaching hospitals where close co-operation with the university 
would be so important. In this case the board should probably include some 
members nominated by the university concerned. 

65. Not all area boards would need to be of the same size, but in general 
a minimum of fourteen and a maximum of about eighteen members is envisaged. 
It would seem desirable that the choice of the chairman should rest with the 
Secretary of State, as is the case with regional hospital boards at present. 

66. The demands on board members, and more particularly on the chairman, 
would be heavy. It is possible that the interests of the service might best be 
served by taking powers to pay more than out-of-pocket expenses only, as 
has in general been the practice hitherto. Whether this should be the case, 
and if so what form any remuneration might take, are matters on which views 
would be helpful. 

Committee Structure 

67. Proposals made in various quarters in the past have applied the name 
“area health board” to bodies which would seem to be merely superimposed 
on an existing and continuing tripartite structure. What is envisaged in this 
paper would be a much more closely integrated service. Area boards would 
not merely co-ordinate existing activities but must develop new arrangements 
for improving the quality and efficiency of services without regard to traditional 
divisions of responsibility. The committee structure adopted by area boards 
would therefore be important. It would be the practical means of giving effect 
to that flexibility which the new form of administration is intended to make 
possible. It would not be acceptable merely to perpetuate existing divisions 
by having committees to deal with hospital, community or general practitioner 
services. Instead committees should probably be responsible for functions like 
building or staffing over the whole range of health service activities in their area. 

68. For more than half a century general practitioners have been closely 
involved in the administration of the services they provide. Local medical, 
dental and pharmaceutical committees have, for example, had statutory rights 
of consultation by executive councils on a considerable range of issues and 
have accepted responsibility in some fields for the maintenance of satisfactory 
standards (e.g. in relation to prescribing costs). It would be desirable for such 
arrangements to continue — though in future such committees should ideally 
cover all aspects of the profession’s work in the National Health Service and 
include members drawn from the whole profession rather than any particular 
section. The National Health Service is pre-eminently an organisation for 
making the services of various professionally qualified people freely available, 
and it is therefore particularly fitting that the professional staffs concerned 
should be able to participate fully in the consideration of proposals which 
may affect them or the services they give. 

Internal Management 

69. If there are established in Scotland area health boards covering areas 
of widely varying size and character it would be impossible to lay down any 
standard pattern of administrative staffing. Whatever the size of the board, 
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however, it would require to have a chief administrative officer to be generally 
responsible for the organisation of the board’s business and a chief medical 
officer who would be responsible for advising the board on the provision of 
health services in its area and for organising the work of its professional staff. 
Each board would also require to have a chief dental officer, a chief nursing 
officer and other senior professional officers. The board’s treasurer would be 
responsible for all financial questions. The responsibilities of the board’s 
senior officers and the relationships between them would require to be considered 
and the question would arise whether the recommendations of the Farquharson- 
Lang Committee d) are applicable to the new arrangements. 

70. Important and far-reaching responsibilities would initially fall on medical 
officers experienced in local authority health services, since boards would 
be expected to give considerable emphasis to preventive medicine, epidemiology 
and general questions concerning the health of the community. As indicated 
in paragraph 37 above, there might be a need to appoint a medical officer 
in each area as the regular point of contact with each local authority and their 
normal source of advice. 

71. Many administrative staff, professional and non-professional, would 
be employed by the board at places other than the board’s headquarters. 
Many would be based in hospitals, although in an integrated service their 
responsibilities would often extend beyond the hospital. 

72. Maintaining contact with the community in which the service operates 
must be accepted as an integral part of the good management of any health 
service; and a new integrated service must continue and indeed, if possible, 
expand the fund of goodwill and practical assistance given at present by many 
voluntary organisations and individual members of the public. It would be 
particularly important to maintain this local contact and co-operation in areas 
where the local community might feel that the area health board is remote 
from their particular circumstances and problems. One solution might be the 
establishment of local committees which could be consulted about the operation 
of the services in their district, could facilitate links with other relevant services, 
and could give advice both to the area board and to the board’s officers 
employed in the district. Such committees might include members of the 
local authority for the district. The terms of reference of these committees 
and the question of how they should be appointed are matters for further 
consideration. In order to maintain a direct contact with the board, one or 
more members of the board might be associated with each committee. Since 
the needs of each area will differ it might be difficult to lay down any formal 
pattern for securing contact and co-operation ; an alternative would be to ask 
each area board to draw up a scheme appropriate to its own circumstances 
which would be subject to the approval of the Secretary of State. 

Staff and Training 

73. Area boards would take part in Whitley Council negotiations on pay and 
conditions, and would be required to conform fully to the terms of settlements 
reached in that way. In the transitional period there would necessarily be very 



(i) The Administrative Practice of Hospital Boards in Scotland. H.M.S.O. 1966. 
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full consideration of the many alterations arising from the proposed changes 
in the administrative structure ; and trade unions and other staff interests would 

be fully consulted. , 

74. In an organisation employing such a wide range of stall, bom pro- 
fessional and lay, it would be even more important than at present to develop 
effective arrangements for the appointment, training and deployment of staff. 

It has been suggested above that there would probably be a good case in a 
new structure for a national body to assume general responsibility for the 
existing arrangements for administrative and non-professional training in 
the health service and for the future expansion of such work. Such a central 
body would inherit the functions relating to recruitment, selection and pro- 
motion procedures at present undertaken by the Scottish Hospital Admini- 
strative Staffs Committee and those being assumed by the Scottish Nursing 
S taffs Committee. It might be thought appropriate to give such a body respon- 
sibility for the assessment of applicants for administrative posts (including 
posts for medical and nursing administrators) at senior management level 
for the whole of the service, leaving individual area boards the right to till 
posts from short lists of officers recognised as qualified by the central body. 
Whatever machinery might be established, however, it might be necessary 
to consider making special arrangements for the appointment of staff during 
the process of transition from the existing structure to the new one. 

75. It seems unnecessary to contemplate any change in the established 
functions of the National Panel of Specialists. 

Finance 

76 Since the great bulk of the cost of health services at present comes from 
general taxation, and relatively little from local rates, the reasonable conclusion 
would appear to be that area health boards should obtain their funds from the 
central government, which would make financial resources available to them in 
accordance with their requirements and in the light of competing claims, as they 
do at present with hospital authorities and executive councils. Estimates would 
be presented to Parliament and the Votes would be accounted for in the usual 
way and the Secretary of State would be answerable to Parliament as he is at 
present in respect of the centrally financed health services. The boards’ accounts 
would be audited by the Department’s auditors and would be open to inspection 
by the Comptroller and Auditor General. Since the boards would be running 
services on behalf of the Secretary of State, using central funds, their financial 
transactions would be subject to regulations made by the Secretary of State. 

77 To offset the changed financial position of local authorities a once-for-all 
adjustment would need to be made in the level of Exchequer grants to them. 
This adjustment would take full account of the ending of their responsibilities 
for the range of services transferred to area boards. Land and other capital 
assets and liabilities would on transfer be vested in the Secretary of State, who 
would become responsible for outstanding loans. 

78. Although consideration was given to alternative arrangements under 
which local authorities might be required to make an annual contribution 
towards the cost of health services in their area (on either a per capita or some 
other similar basis) instead of the level of Exchequer grants being adjusted 
the organisations consulted saw no advantage and many drawbacks m such 
a procedure. 
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79. Substantial revision of the administrative structure of the National 
Health Service (particularly if it led to functional changes in which the distinc- 
tion between hospitals and other health service agencies became much less 
sharp) would pose certain other financial questions of a minor nature. For 
example the endowment funds held by hospital authorities would be affected 
and appropriate legislative provision would have to be made to meet the new 
circumstances. None of these matters is, however, of a kind that need influence 
decisions on the general principles of reorganisation. 



vn. CONCLUSION 

80. This paper concentrates on the major issues involved in the reorgani- 
sation of health services, and therefore leaves ample scope for the criticisms 
that detail has been sacrificed, problems simplified and minor matters ignored. 
But the effort to shape the future of the National Health Service in the light 
of serious and informed discussion should deal with principles first and details 
later. This document is accordingly to be read as a contribution to a continuing 
discussion and as an attempt to show how administrative changes may be 
reconciled with the retention of many of the basic features of the National 
Health Service in Scotland. 
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